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In its early beginnings bronchoscopy was associated only with the removal of foreign bodies in the air passages. Now bronchology is a recognised specialty and bronchoscopy a proved method in the diagnosis and treatment of bronchial disease.
In addition to its diagnostic and therapeutic value, bronchology has contributed considerably to our knowledge of the physiology of the tracheo-bronchial tree.
It has explained the value of peroral drainage, by ciliary wafting, tussive squeeze and bechic blast in expelling partially obstructive material before it accumulates.
Chevalier Jackson in his monumental work on this subject has explained the mechanism of obstructive emphysema and atelectasis and the interpretation of their physical signs.
In dealing with bronchial obstruction bronchoscopy has made possible many recent advances of modern anaesthesia, and the bronchoscope is now an established part of an anaesthetist's equipment.
In the management of intrathoracic disease the bronchoscopist has become a member of a diagnostic team, comprising the Physician an4 the Radiologist. By his ability to view the interior of the lung and to remove specimens of tissue and uncontaminated secretion, he can render invaluable aid in diagnosis.
In order to obtain the greatest assistance from such an examination the bronchoscopist must be familiar with the intricate anatomy of the bronchial tree. He must think not only of lobar bronchi and lobes but rather of segmental bronchi and broncho-pulmonary segments This will give rise to an emphysema of the lung below.
The ball-like action of these valves may be produced by a mass secretion falling back on an annular stricture formed by cedematous Mucous membrane or a tumour mass in the bronchus.
In the case of a foreign body lying in a bronchus, at first air may be seen to pass down between it and the bronchial wall by a mechanism of enlargement of its lumen on Prolonged operations with suppression of the cough reflex will favour the formation of obstructive plugs by the accumulation of pathological bronchial secretions.
Failure to utilise pre-and post-operative direct laryngoscopy aspiration of these secretions is an important factor in the production of bronchial obstruction and its sequelae which previously were termed post-operative pneumonia. 
